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The theoretical models proposed by Connor, Brady, Chaisson, 
Mohamed, and Robinson (2019) rightfully acknowledge the 
impact that female genital cutting (FGC) may have on sexual 
functioning and experiences of pain. They conceptualize sex-
ual pain in women who have experienced FGC and propose 
that resilience is the most adaptive pain response model, as it 
emphasizes these women’s need to maintain positive mood and 
meaningful social ties. This proposition is in line with the bulk of 
research on the benefits of personal and social coping resources 
in times of distress (Cohen & Wills, 1985; Thoits, 2011). Con-
nor et al. propose that similar mechanisms can be identified in 
women who have experienced FGC. We appreciate Connor 
et al.’s attention to the devastating effects that FGC may have on 
a woman’s well-being. One strength of the paper is that it does 
not individualize pain due to FGC, instead acknowledging the 
importance of both the social network and the varying degrees 
of acculturation of women with FGC.
Great Variation in the Practice of Female 
Genital Cutting
There are no known health benefits to FGC, and it can result in 
health complications, both short-term (e.g., severe pain, infec-
tion, and excessive bleeding) and long-term (e.g., negative obstet-
ric outcomes, diminished sexual satisfaction, chronic pain, and 
even death) (Berg, Denison, & Fretheim, 2010). In addition, the 
procedure itself can be a traumatic experience that may leave 
lasting psychological scars and adversely affect the mental health 
of women (Behrendt & Moritz, 2005; Lever, Ottenheimer, Teysir, 
Singer, & Atkinson, 2019). It can also have a significant impact 
on the sexual functioning of these women. Compared to women 
who have not been subjected to FGC, women who have under-
gone FGC are more likely to report dyspareunia, lack of sexual 
desire, and less sexual satisfaction (Berg & Denison, 2012), 
although the differences between these two groups of women 
are often overestimated (Johnsdotter, Moussa, Carlbom, Aregai, 
& Essén, 2009). Women whose genital tissues have been at least 
partly removed are more likely to experience increased pain and 
reduced sexual satisfaction and desire (Berg et al., 2010).
It is important to note that FGC is not a uniform practice. The 
consequences of the practice for health and sexual functioning 
are thus also subject to considerable variation. Research on these 
consequences has tended to focus on the more invasive forms of 
FGC, particularly on type III (i.e., infibulation, which involves 
the sewing of genitalia), and to generalize the health risks of 
these more invasive forms to all forms of FGC. Of all women 
who have experienced FGC, however, approximately 10–15% 
have undergone the most invasive forms, while the vast majority 
have experienced less extensive forms, such as type I (i.e., partial 
or total removal of the clitoris and/or its prepuce), type II (i.e., 
partial or total removal of the clitoris and the labia minora, with 
or without excision of the labia majora), and type IV (i.e., all 
other harmful procedures to the female genitalia for non-medi-
cal purposes, such as pricking, piercing, incising, scraping, and 
cauterization) (United Nations Children’s Fund & Gupta, 2013). 
Despite a dramatic increase in scientific evidence concerning the 
health risks associated with FGC and behavior change, gaps in 
knowledge remain, particularly with regard to the risks associated 
with types I and type IV (i.e., (Kimani & Shell-Duncan, 2018). 
Previous studies have indicated that the consequences of types 
I, II, and III of FGC are similar, but that their severity and preva-
lence tend to increase strongly with the extent of the procedure 
(Obermeyer, 2005).
In another development, FGC is increasingly being per-
formed by healthcare professionals rather than by traditional 
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practitioners, whether in health facilities, at home, or else-
where, often using surgical tools, anesthetics, and antiseptics 
in the hope of mitigating immediate complications (United 
Nations Children’s Fund & Gupta, 2013). Medicalization 
rates are particularly high in Egypt and Sudan, where the 
vast majority of instances of FGC have been medicalized in 
more recent birth cohorts (Kimani & Shell-Duncan, 2018). 
Research in this domain should therefore acknowledge that 
such changes in the ways in which the procedure is performed 
could also have a significant impact on the consequences of 
the practice.
Finally, in more than half of the countries where FGC is per-
formed, girls undergo the procedure before the age of 5 years. 
As a result, some women may not be aware that they have been 
cut, particularly if FGC was performed at an early age and if the 
cutting was less severe. Other women underestimate the extent 
of the cutting that they have received, as exemplified by stud-
ies that compare clinical diagnoses with the accounts of women 
themselves (Elmusharaf, Elhadi, & Almroth, 2006; Klouman, 
Manongi, & Klepp, 2005). Even if they are aware that they have 
been cut, some women may be reluctant to disclose their FGC 
status, particularly within contexts in which the practice is ille-
gal. For example, according to a longitudinal study conducted in 
Ghana (Jackson et al., 2003), a substantial number of adolescent 
girls who had initially reported that they had undergone FGC 
later denied having been cut. It was concluded that these deni-
als were influenced by exposure to anti-FGC interventions, as 
well as by the passage of a law banning FGC. When seeking 
counseling with regard to sexual pain and discomfort, therefore, 
some women may not be aware of their FGC status, while others 
may be reluctant to disclose their FGC status. The latter may be 
of particular importance in immigrant groups, who may fear that 
the acknowledgment of their FGC status will jeopardize their 
legal status and that of their family in the host country (Simpson, 
Robinson, Creighton, & Hodes, 2012).
In light of these points, the models proposed by Connor et al. 
(2019) should be adapted to acknowledge the wide variety of 
types of FGC and their subsequent health consequences. In addi-
tion, while the model relies heavily on cognitive responses to 
pain, it ignores the fact that many women with FGC may first 
need to acknowledge and/or disclose their FGC status, which 
might be equally sensitive and difficult to process for these 
women.
Gender Inequality: The Deeper Cause 
of Female Genital Cutting
As Connor et al. (2019) state, several frameworks have been 
developed for conceptualizing and guiding treatment for other 
types of pain, including back pain and headaches, as well as 
sexual and vulvar pain. Connor et al. use these frameworks to 
develop an integrative model related to sexual pain in women 
who have experienced FGC. The mechanisms underlying these 
and most other causes of chronic of pain, however, cannot be 
addressed along the same lines as those underlying the very 
practice of FGC, which is deeply rooted in processes of gender 
stratification. Such mechanisms of gender stratification could 
potentially affect the experience of sexual pleasure and pain in 
several ways.
As Connor et al. (2019) correctly note, FGC acts as a means by 
which to guarantee virginity, vaginal cleanliness, and increased 
pleasure for a woman’s husband. These justifications are inter-
twined with the position of women in society and their lack of 
social and economic power. The reasons for performing FGC 
are nearly always perceived as a part of a woman’s preparation 
for marriage (Van Eekert, Leye, & Van de Velde, 2018). In con-
texts within which women have few opportunities to participate 
in economic and social activities outside the family, FGC is per-
ceived as a means of acquiring both economic security and social 
identity (Grose et al., 2019). Moreover, the practice is associated 
with notions of femininity and beauty, while providing a means 
of controlling women’s sexuality (Finke, 2006). Within certain 
contexts, FGC is also perceived as a religious tradition, in addition 
to being associated with women’s modesty and chastity (Assaad, 
1980; Yount, 2002). For this reason, many women and particu-
larly mothers advocate continuing the practice, in order to secure 
the marriageability of their daughters (UNICEF, 2013), thereby 
also securing their own social status (Gruenbaum, 2001).
Theories of FGC tend to focus strongly on the social position 
occupied by women within the system of gender stratification 
(e.g., Hayford, 2005; Van Eekert et al., 2018; Yount, 2002). When 
women are able to participate in economic and social activities 
outside of marriage and are therefore less dependent on marriage 
for status and economic security, the salience of FGC tends to 
decrease (Hicks, 2011). Studies have consistently indicated that 
women who have gained greater social and economic power 
(e.g., through employment or education) are less likely to sup-
port FGC, in addition to being less likely to have been cut and less 
likely to have their daughters cut. These effects could be further 
reinforced within the context of immigration, which may weaken 
the amount of control exercised over the individual behavior of 
women, in addition to eroding ties to the family and community 
(Boyle, 2005; El-Gibaly, Ibrahim, Mensch, & Clark, 2002).
These theoretical models are supported by the common 
finding that women who are educated and/or employed are 
less likely to have been cut, less likely to have their daugh-
ters cut (El-Gibaly et al., 2002; Hayford, 2005; Van Rossem, 
Meekers, & Gage, 2015; Yount, 2002) and are more likely to 
oppose the practice (Afifi, 2009; Van Rossem et al., 2015). 
More refined assessments of the social status of women 
indicate that women who are married (Masho & Matthews, 
2009)—especially those who married at a younger age (Chik-
hungu & Madise, 2015)—who have undergone FGC them-
selves (Van Rossem et al., 2015), and who do not participate 
in household decisions (Afifi, 2009; Besera & Roess, 2014) 
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are more likely to support FGC and to have their daughters 
cut. According to other studies, however, the practice per-
sists despite the trend toward a decline in supportive attitudes 
toward FGC, given the severity of the punishment for isolated 
non-conformers to the tradition, which include exclusion 
from the marriage market, expulsion from the community, 
and loss of opportunity for children (Hayford, 2005). Within 
this context, therefore, women who have attained higher 
social status are more likely to opt for medicalized cutting, 
rather than abandoning the practice of FGC altogether (Van 
Eekert et al., 2018). Medicalization could be understood as a 
compromise between complete abandonment of the practice 
and having the procedure performed by traditional circumcis-
ers, which has been associated with more health hazards than 
is the case with medicalized cutting.
The article by Connor et al. (2019) identifies FGC as a 
key impact on sexual pain, relationship quality, and sexual 
experiences. This causal link should be extended to address 
the deeper cause of gender inequality. Contexts in which 
opportunities for women are highly restricted have a direct 
impact on the relationship quality and sexual life satisfaction 
of women, and these effects cannot simply be reduced to their 
FGC status. For example, empirical evidence revealed simi-
larities between the sexual complaints reported by women 
whose clitorises were preserved, but who believed that they 
had been cut versus those reported by women with an injured 
or absent glans and those whose clitoris had been completely 
removed (Caillet, O’Neill, Minsart, & Richard, 2018). 
This finding supports the idea that sexual pleasure cannot 
be reduced to a physical experience nor restored through 
physical interventions such as clitoral reconstructive surgery 
alone. Research indeed finds that in women who had been 
cut, sexual pleasure did increase with therapeutic counseling 
without any physical interventions (Merckelbagh, Nicolas, 
Piketty, & Benifla, 2015). Moreover, empirical evidence 
showed that postoperative satisfaction of clitoral reconstruc-
tive was higher in women who wanted to improve their bodily 
integrity than in women who intended to only improve their 
sex life (Abramowicz, Oden, Dietrich, Marpeau, & Resch, 
2016). Regaining sexual pleasure after FGC is not merely a 
matter of physical aspects such as avoiding pain, but also a 
matter of women regaining control over their own lives and 
perceiving themselves as “complete” women (Caillet et al., 
2018).
We propose that sexual satisfaction in women who have 
undergone FGC should be considered through the lens of 
existing gender inequalities. As stated by Cranney (2017), 
“to the extent that heterosexual men are more powerful in a 
society, they are in a position to expropriate female sexuality 
for their own purposes without concern for women’s satis-
faction.” This observation is confirmed by the finding that 
sexual life satisfaction is positively correlated with the socio-
economic status of women in Sub-Saharan Africa (Cranney, 
2017). Nevertheless, the resilience model of pain response, 
which Connor et al. (2019) propose to be the most adaptive 
model, does not address these deeper causes of sexual dis-
satisfaction. By relying heavily on individual cognitive pro-
cesses in women who have undergone FGC, the model tends 
to minimize the structural and cultural causes that influence 
both FGC and sexual life satisfaction, thereby creating a risk 
of blaming the victim.
Cultural Variation in Sexual Scripts
The resilience model of pain response proposes that women 
who have undergone FGC should fully disclose their pain and 
lack of sexual pleasure with their intimate partners, in addi-
tion to negotiating the most adaptive sexual behaviors. Such 
disclosure and negotiation may not be an option, however, 
within a context in which female sexuality is perceived as 
inferior and in which the discussion of female sexual pleasure 
is taboo. This is particularly likely to be the case in migrant 
groups from such countries as Ethiopia and Eritrea, where 
FGC is intended to moderate sexual urges (Johnsdotter et al., 
2009). While resilience may be the most adaptive model of 
pain response within contexts in which sexual scripts allow 
for female sexual pleasure, it should be adapted to communi-
ties in which this is not the case.
The research by Johnsdotter and Essén (2015) on sexual pleas-
ure in immigrant groups in Sweden is of particular relevance in 
this regard. As noted by Johnsdotter, public discourse in most 
Western countries highlights all of the possible negative con-
sequences of FGC, while continuing to assert that all forms of 
FGC lead to the destruction of sexual functioning. Comparing 
a well-integrated group of women from Ethiopia and Eritrea to 
the more recently arrived and a more segregated group of women 
from Somalia identified acculturation to Western discourse on 
female sexuality, rather than FGC itself, as the most important 
factor explaining women’s satisfaction with their sexual pleasure. 
In interviews with adults, Johnsdotter (2004) found that relatively 
newly arrived Somali women had a very positive view of sexual-
ity. In contrast, in a subsequent study involving interviews with 
well-integrated Swedish women from Eritrea and Ethiopia, many 
interviewees shared their feelings of loss and sorrow with regard 
to sexuality after FGC. These feelings of loss seemed to originate 
in the ways in which they had been affected by public discourse 
on FGC in Sweden (Johnsdotter et al., 2009). What Connor et al. 
(2019) might identify as less adaptive response styles may actu-
ally reflect the assumed moral superiority of Western sexual 
scripts to those of immigrant communities. The identification of 
experiences and constructions of sexual embodiment in migrants 
and refugees is essential to the understanding of sexual subjec-
tivity, as well as to the provision of culturally safe sexual health 
information to enhance well-being and facilitate sexual agency 
(Ussher et al., 2017).
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It is important to acknowledge the multifactorial character 
of female sexuality: It is anatomical, hormonal, psychosex-
ual, cultural, and contextual, in addition to being dependent 
on partner factors and personal experiences (Abdulcadir, 
Boulvain, & Petignat, 2012). All factors should be taken 
into account when discussing sexual satisfaction, and sexual 
complaints should not simply be attributed to FGC.
Conclusion
We strongly agree with Connor et al. (2019) that the experi-
ence of pain is complex and has a social nature, which cannot 
be reduced to purely biological functions. In contrast to the 
biomedical model, which approaches pain as an individual-
istic problem, scholars of disability argue that an individual 
is not disabled solely by physical impairments, but also by 
the experience of living in a body that interacts within the 
broader social context (Nettleton, 2006; Oliver & Barnes, 
2012).
In a classic work on health, illness, and culture, Helman 
(2007) demonstrated that social and cultural factors influence 
the ways in which people perceive and respond to pain, as 
well as their likelihood and manner of communicating about 
pain within their social networks and to healthcare workers. 
Reponses to pain may be either voluntary or involuntary, and 
involuntary responses are particularly likely to be influenced 
by social and cultural factors. In addition, Helman (2007) 
differentiated between “private” and “public” pain. Within 
some cultural groups, it is common to maintain privacy with 
regard to pain, even when it is severe. This is particularly the 
case in communities that value stoicism. For example, Somali 
women living in Sweden reported that they were expected to 
maintain a stoic attitude regarding pain. Attitudes toward pain 
are learned early in life, and they are influenced by family 
and community. Every social and cultural group has its own 
unique “language of distress” (Helman, 2007), a specific way 
of signaling that a person is in pain. The forms that these lan-
guages take depend on several factors, including the relative 
value attached to emotional displays of distress.
We further appreciate Connor et al.’s (2019) incorporation 
of the acculturation framework, which is particularly relevant 
within the domain of pain research. According to previous 
studies, pain response is heightened in immigrant groups 
that are still in the process of becoming accustomed to a 
new cultural environment (Chan, Hamamura, & Janschewitz, 
2013). By the second generation, however, their sensitivity 
to pain tends to be similar to that of the population of the 
host country. Although the mechanism by which this occurs 
is unclear, this observation highlights the need to consider 
the degree of acculturation when assessing and treating pain 
in migrant groups.
In our opinion, improved knowledge concerning the bod-
ily and sexual experiences of women who have undergone 
FGC is necessary. At the same time, research on this topic 
should acknowledge the wide cultural variation existing in 
the various types of FGC, as well as in the consequences 
that FGC has on health and sexual life satisfaction. It should 
further take into account cultural variations in both gender 
and sexual scripts, as well as in the experience of pain.
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